KREYBERG (1952) in a previous paper analysed a series of one hundred consecutive primary epithehal lung tumours of clinical, mainl ical origin. The tumours were histologically typed and a brief description was given of the diagnostic criteria used. Those tumours were collected during the years 1948 to 1951. In the present paper.this first series will be designated Series 1, and a new material of the same origin, Series 11, consisting of 133 cases wif be added and the total material used in an analysis of the relationship between histological type and epidemiological aspects. Series I has been reduced-to 99 cases as one tumour, originaRy accepted as a primary, was later shown to be a secondary from a breast carcinoma. Further, because of greater experience, one tumour in this series, designated " malignant adenoma," was revised to a small-cell carcinoma, and another changed from the adenocarcinoma to the salivary gland tumour group. The material in Series II has been collected during the years 1951 to 1953. The largest part has been obtained from the Rikshospital, which receives patients from the whole country. Approximately one-sixth of the material has been placed at niy disposal by Professor C. Semb at the S' 'cal Depaxtment III and by Prosector In Table III The occurrence of the different tumour types in relation to age has been examined in some detail. In evaluating the age distribution it will be necessary to relate the absolute numbers to the size of the population in the various age groups. In Table IV this relationship is presented for the whole clinical material, to the year 1950, is of no importance, as a quotient only is aimed at, permitting to present the relationship and to draw corresponding graphs. The figures do not refer to incidences.
Based upon these quotients, in Fig. 1 curves have been drawn on double logarithmic paper, representing the whole material of the clinical series for males and females separately. For comparison one other curve for each sex has been drawn, namely, the corresponding curves for stomach carcinomas, based upon the mortality figures for Norway, 1950. The reason for this special graphic presentation is the fact, recently stressed in this journal by Nordling (1953) that the total cancer incidence in the different countries plotted in this manner shows a straight line. This is an expression of the usual occurrence for most human carcinomas, breast carcinoma and uterine carcinomas being the most notable exceptions.
As will be seen, the lung tumour curve in both sexes deviates markedly from the curves drawn for comparison. The distinguishing features are mainly: (i) a gradual increase in the lower age groups, (ii) the straight line rise in the age groups 30-39 to 50-59 is broken by a slight decline in the age groups 60-69, and (iii) followed by a very marked decline in the age group 70-79. In females the irregularity of the lung tumour curve is especially striking. The first tentative conclusion from this graph is, that the lung tumour curve represents a heterogeneous material, that different biological entities are included.
In Fig. 2 and small cell carcinomas jointly, all in males. The figures are given in Table IV The two curves are nearly identical and they indicate that the Group I tumours biologically actually represent a uniform group, in spite of unquestionable histological differences. It will further be seen that these Group I tumours mainly are responsible for the characteristic features of the lung "cancer" curve in general. The other lung tumour types have been examined in a similar manner. The adenocarcinomas and the sub-group lung adenomas and salivary gland tumours are, however, comparatively few in number in each of all the series, and accordingly subject to considerable chance fluctuations. In Table V Kreyberg's (1952) materials have been included in the latter only. As the sole aim has been to find a picture, as true as possible, of the relative frequency of occurrence of the tumours in the different age groups, such a poohng has been considered permissible. Actually, the pooling probably gives a more accurate picture than the clinical material alone, however great the clinical material might be, because the higher age groups would not be sufficiently represented. This error does not play any role for the Group I tumours, because the number of these tumours in the higher age groups is relatively very sniall.
In Fig. 3 the quotients have been plotted on the same scale as in Fig. 2 
